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ACCIDENTAL/SERIOUS ILLNESS

APPLICATION FORM

BROKER NAME : INCEPTION DATE REQUIRED:

ACCIDENTAL MEDICAL | SERIOUS ILLNESS

PERSONAL DETAILS

Surname: Title: | Male | | Female |
First Names:
Postal Address:
Postal Code:
Residential Address:
Postal Code:
Telephone Number (home): Telephone Number (work):
Cellular Number: Fax Number or e-mail:
Occupation: Married | | Divorced | |Single | |Widowed
Date of Birth: Citizenship / Nationality:
Identity Number: Signature:
| EXISTING MEDICARD HOLDER? | Yes: | [ No: ] | CardNo: |
FAMILY MEMBERS TO BE COVERED: (NO COVER FOR CHILDREN UNDER THE SERIOUS ILLNESS PROTECTION PLAN)
First names 1.D No or D.O.B. Spouse or Child iﬁlte if living with
Spouse Yes No
Child Yes No
Child Yes No
Child Yes No
Child Yes No
Child Yes No
Please give the name and address of your general practitioner as well as any specialist you may have recently consulted.
Doctor’'s name: Specialist's name:
Address: Address:
Phone no: Phone no:

STATE WHETHER YOU OR YOUR DEPENDANTS HAVE EVER BEEN TREATED OR ARE CURRENTLY RECEIVING TREATMENT
FOR ANY OF THE FOLLOWING ILLNESS INCLUDING BUT NOT LIMITED TO:

1 Blood disorders, e.g. anaemia, bleeding disorders, haemophilia, leukaemia Yes No

2 | Cancer, growths or tumours whether benign or malignant Yes No

3 | Cardiovascular disorders, e.g. heart conditions, chest pain, coronary artery disease, high blood pressure, varicose Yes No
veins, poor circulation

4 | Endocrine disorders, e.g. high cholesterol, diabetes, thyroid abnormalities Yes No

5 | Eye related disorders, e.g. glaucoma, blindness, eye surgery, retinitis pigmentosa, cataracts Yes No

6 | Gastro-intestinal disorders, e.g. recurrent indigestion, ulcers, bowel disorders, gallbladder disorders, liver disorders Yes No

7 | Gynaecological and obstetrical disorders, e.g. ectopic pregnancy, caesarean section, fibroids, endometriosis, Yes No
menstrual irregularities, abnormal pap smear

8 | Musculo-skeletal disorders, e.g. arthritis, back problems, gout, osteoporosis, joints, e.g. knee, shoulder, etc. Yes No

9 | Neurological disorders, e.g. epilepsy, muscular weakness, stroke, brain or spinal cord disorders, chronic fatigue Yes No

10 (I;’sfychological disorders, e.g. anxiety, depression, stress, panic attacks, alcohol or drug dependency, attention Yes No

eficit

11 [ Renal (kidney) disorders, e.g. blood in urine, kidney stones, recurrent infections, kidney failure Yes No

12 | Respiratory disorders, e.g. asthma, allergic rhinitis, chronic bronchitis, emphysema, tuberculosis Yes No

13 [ Skin disorders, e.g. eczema, psoriasis, melanoma, skin cancer Yes No

14 | State whether you or any of your dependants, have received medical advice or treatment for any infectious Yes No
diseases, e.g. gonorrhoea, genital herpes, syphilis, TB, hepatitis or tested positive for HIV (AIDS)

15 [ Are you or any of your dependants currently pregnant? If so, please specify the expected date of delivery Yes No

16 | Do you or any of your dependants expect to receive any treatment, or surgery in the next 12 months and do you or Yes No
your dependants expect to be, or are currently, hospitalized?

17 | Do you or any of your dependants currently receive or expect to receive treatment with any type of medication for Yes No
longer than 3 months?
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If “Yes” answered to any of the questions above, please supply full details below.

Question Applicant Full details (including details of disorder, date diagnosed, nature and
duration of treatment and the consulting doctor’s contact details)

If the space provided is insufficient, please attach additional information to this application.

N.B. Any misinterpretation or non-disclosure of material medical or factual information will render all benefits granted by Health &
Accident Underwriting Managers (Pty) Ltd null and void. In addition, any payment made due to such actions will be required to be repaid
by the insured to Health & Accident Underwriting Managers (Pty) Ltd.

PREMIUM

Accidental Medical

Serious lliness Protection (Eligible Person and Spouse only)

= ]isliss)

Total Monthly Premium

PAYMENT METHOD

Please debit my bank account : Cheque [1  savings I  Transmission [

Name of Account Holder: Name Of Bank :

Branch: Branch code: Account no:

| authorise Health & Accident Underwriting Managers (Pty) Ltd (or its appointed agents) to debit our account the monthly payment and
administration fees required in terms of the cover chosen. We understand this will apply for each month or until cancelled by us in writing.

Account holder’s signature.............ccccciiiniiiniinnnnnnn, Date ..oceieie i
If you have a cheque account please enclose a copy of a cancelled cheque.

DECLARATION

PLEASE READ CAREFULLY. FAILURE TO DISCLOSE MATERIAL INFORMATION CAN RESULT IN IMMEDIATE CANCELLATION
OF YOUR POLICY

1. Failure to disclose material information or the provision of 5. I hereby apply for the insurance cover and agree that any
incorrect information can result in immediate cancellation of benefits due will be payable provided all relevant
my Policy. premiums are paid to date.

2. | declare that any false statement in the above application or 6. |l accept benefits will be payable directly into my authorised
the non-disclosure of any material information will render the bank account.
Policy and the cover afforded thereby null and void.

3.  Ihereby authorise any Hospital, Physician or any other person 7. | authorise Health & Accident Underwriting Managers
who has attended or examined me or any other Insureds (Pty) Ltd to pay the benefits according to my authorised

covered by the Policy to furnish to Health & Accident
Underwriting Managers (Pty) Ltd or their authorised
representative all information with respect to any iliness, injury

beneficiaries.

or medical history, consultation, prescription or treatment and 8. Note: This policy includes consent to the disclosure
or medical copies of all hospital or medical history, of private underwriting and claims information per the
consultation, prescription, or treatment and copies of all applicable policy terms and conditions.
hospital or medical records.

4. | hereby acknowledge that any benefits paid out on my /

Insured’s Behalf, not covered by the terms and conditions of
the policy cover, will be refunded to the Health & Accident
Underwriting Managers(Pty) Ltd.

Signature of Applicant..........ccoeuiiiiiiiiiiniii Date ...ceiinirire e
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